Introduction {#Sec1}
============

With a current percentage of roughly 5 % with an expected increase in the coming decades, the presence of Muslims in Europe is a relatively small but permanent factor in European countries \[[@CR1]\]. In these countries, a growing proportion of Muslims, second- and third-generation descendants of immigrants from Islamic countries, train as physicians. In their work, these Muslims are supposed to respect professional Western medical standards, like alleviating suffering and acting after informed consent only. However, these standards could potentially conflict with Islamic norms and values \[[@CR2], [@CR3]\]. Previous studies have shown that personal religious orientations could play a role regarding attitudes and behaviour towards medical treatment around the end of life. This might be particularly true of Muslims, since a strong relationship between their religious ideas and daily practices is known to exist among many of them \[[@CR4]\]. Thus, recent research suggests that physicians with a religious background are more inclined to reject treatment options which they believe may accelerate the dying process and are less likely to discuss these options with their patients \[[@CR5]--[@CR7]\]. Within a global trend of increasing cultural and religious diversity with patient-orientated palliative care, in which Muslims will not only act as patients but also as care providers, it is important to develop an understanding of what this means for Muslim physicians \[[@CR8]\].

One of the areas of potential tension between professional Western medical standards and Islamic norms is the use of sedatives in a palliative setting. Terminally ill patients often have to contend with severe symptoms like pain and nausea. In many cases, these symptoms can be treated effectively by regular medication \[[@CR9], [@CR10]\]. However, despite progress in the field of palliative care, a category of symptoms which cannot be successfully treated by regular means still remains \[[@CR11], [@CR12]\]. In the Netherlands these cases, defined as intolerable suffering of the dying patient, caused by one or more refractory symptoms, can be alleviated by the use of palliative sedation \[[@CR13], [@CR14]\]. In the Netherlands, palliative sedation, which has been approved by the Royal Dutch Medical Society (KNMG), is regarded as normal medical practice, institutionalized by law \[[@CR15], [@CR16]\]. Among its main features are proportional not life-shortening application, a focus on comfort and a life expectancy of less than 14 days under continuous sedation \[[@CR17]\].

Although as yet no Islamic religious discourse about palliative sedation exists, it is a hotly debated issue in Muslim circles \[[@CR18], [@CR19]\]. A major cause of controversy is the involvement of a moral debate in the central question: What is a good death? Qualitative research by De Graaff et al. has indicated that the desire to appear before God with a clear mind is one of the elements of 'a good death' for Muslim patients in the Netherlands \[[@CR20], [@CR21]\]. This proviso would, they suggest, be hindered by palliative sedation. If this condition of a good death is shared by Muslim physicians, their acquiescence could imply an area of tension with medical professional standards in which striving for the absence of, or at least for reduction in, symptoms is the norm.

To our knowledge, no empirical study has been made of the views of Muslim physicians on palliative sedation. This study aims to assess how Muslim physicians imbue ethical questions about palliative sedation with meaning within the scope of their professional identity. Our research question was as follows: 'In the context of palliative sedation, how do Dutch Muslim physicians reconcile their religious scruples about a good death and professional standards of professional care prevalent in the Netherlands?'

Research area and methodology {#Sec2}
=============================

The main focus in this study is the way in which Muslim physicians assign meaning to their experiences with palliative sedation in a general palliative care setting. Those eligible were Muslim physicians with work-related experience with palliative sedation in general palliative care. Such personal subjective perspectives require a qualitative approach. To obtain an adequate methodical response to this problem, interpretative phenomenological analysis (IPA) has been used. Central to IPA is its phenomenological starting point which presupposes that all entities manifest themselves through and are understood by personal experience. By aiming to make sense of this experience and to situate it in a wider social-cultural context, the researcher engages in an active process of interpretative analysis \[[@CR22]\]. To do justice to individual experience, every case is carefully studied in its own right before making any comparison with other cases \[[@CR23]\].

Participants {#Sec3}
------------

Their selection was made according to the principles of purposeful sampling \[[@CR24]\]. Those eligible were Muslim physicians with work-related experience of palliative sedation in general palliative care. Fifteen appropriate participants were identified, all of whom were willing to co-operate. With one exception, all had been fully educated and trained in the Netherlands. Three of them were already part of the professional network of the research team. Six were found through Internet search on web pages of Dutch general practices and hospitals. The names of potential participants were selected by association with Muslim names and subsequently approached by phone or e-mail. The remaining six were suggested by participants who had already been recruited in the aforementioned process. Ten participants in all were finally interviewed: eight male, two female. All had a Sunni background and were practising Muslims (Table [1](#Tab1){ref-type="table"}). Thematic saturation was reached after eight interviews and, after conducting another two interviews, we stopped.Table 1Participant characteristicsAnonymous nameBirth yearSexType of physicianEthnic backgroundYusuf1977MaleTrainee general practitionerMoroccanTalha1985MaleGeneral practitionerMoroccanOmar1984MaleTrainee neurologistMoroccanAnwar1983MaleTrainee internistTurkishAmin1959MaleGeriatricianAfghanKhalid1974MaleAnaesthetistMoroccanFarid1980MaleAcute medicine specialistMoroccanNabila1977FemaleGeneral practitionerMoroccanMuhammad1970MaleGeneral practitionerTurkishKhadidja1982FemaleTrainee internistMoroccanParticipants are listed by chronology of the interview date

Research team {#Sec4}
-------------

The first author (GM) recruited the participants and conducted all the interviews. The research team contained expertise in the fields of clinical oncology and palliative care (HvL), the ethics of Islam (GM, GW), the psychology of religion (UP-B) and religious studies (HvL, GW, UP-B).

Data collection {#Sec5}
---------------

The interviews were conducted using a semi-structured interview. Participants were asked to think of a case of palliative sedation in which they had been professionally involved. This served as a starting point to explore thoughts, feelings and motives by means of prompts. The questionnaire stimulated and allowed the participants to articulate their conceptual understanding about palliative sedation (Table [2](#Tab2){ref-type="table"}). All interviews took place between February and October 2016. Three were conducted in a home environment, three in the workplace, one in a restaurant and one at the office of a foundation. Care was taken that the place was quiet enough to ensure an undisturbed interview. All interviews were recorded after informed consent. Anonymity was guaranteed. They lasted between 45 and 100 minutes and were transcribed verbatim.Table 2Example of the interview questionsPersonal information/background Year of birth Sex Medical education Motivation to study medicine Current employment Professional experienceMain questions 1. Would you like to think of a case in which palliative sedation was used? 2. What was (in this case) the reason to commence sedation? 3. How was the decision to sedate made? \... ..Who were involved? \...\... What was the response? 4. Can you tell me how you communicated the suggestion for palliative sedation? Who were involved (present)? 5. What was the response to your suggestion to switch to palliative sedation (patient / family)? 6. Can you describe its course (until death?) 7. How did those who were closely involved with the patient (family, relatives, etc.) respond? 8. Can you tell me about the contact with those involved after the patient died?\*(Questions 1 to 8 can be applied to multiple cases.)Palliative sedation and good death 9. What do you see as the objective of palliative sedation? 10. What do you mean by a good death \... for a patient \...for his / her family (for yourself)? 11. What do you feel about pain relief (in the form of medication) at the end of life? (Would you use it yourself if you were a patient \... based on what considerations.) 12. How do you think the application of pain management relates to a good death, and what part does palliative sedation play? 13. What, in your opinion, does the use of palliative sedation at the end of life mean for the 'quality' of life?Religious background 14. In what kind of religious environment did you grow up (home & environment)? 15. Do you consider yourself a Muslim? Can you tell me something about that? 16. May I ask if you consider yourself to belong to a certain branch of Islam? 17. What is the current role and meaning of your religion in your daily life? 18. What is the significance of religion in your professional life (as a physician)? 19. Do you think your beliefs play a role in the considerations and choices you make as a professional? 20. What do the pronouncements of imams or Islamic scholars mean to you? 21. Are there any of pronouncements about palliative sedation to guide you?Are there things you find important to say but have not been addressed?

Data analysis and validation {#Sec6}
----------------------------

The initial stage of the analysis consisted of repeated intensive readings of one of the interviews while exploratory comments were noted by three researchers (GM, HvL and GW). The results were discussed in a plenary session with special attention to biases and assumptions due to our different positionalities (a.o. age, profession, cultural and religious background). The first researcher (GM) applied the same technique to two other interviews which were subsequently annotated with written feedback by the research team and discussed in another plenary meeting. In the second stage, the exploratory comments on one of the interviews were used by the first researcher (GM) to develop emerging themes representing a conceptual understanding which reflected the experience of the participant. In the third stage, he compiled a map of themes and their relationships, highlighted by illustrative quotes and correlated them by distinguishing between main themes and subthemes, thereby creating super-ordinate themes. This process was subsequently repeated in each individual interview. During the second and third stage, GM kept a research diary in which he noted the underlying rationales for the interpretations made. What emerged from this was our understanding that the perception of an insoluble tension between Western medical standards and Islamic values is a familiar theme among some Muslim patients and their families which triggered us during the design phase of this study. Looking back in a reflective mode, we are confident that this had no influence on our interview model and the manner of interviewing, which was purely facilitating. After analysing all the transcripts a draft, representing the study in its entirety was composed and discussed in the team. After written feedback, the final map, which served as the basis for the presentation of the results, was drawn up. During all our team meetings, critical reflexivity has had high priority. For the written account of the study, we followed the COREQ guidelines, a checklist for qualitative research \[[@CR25]\].

Results {#Sec7}
=======

Depending on their professional experiences, participants reflected on their interactions with both non-Muslim and Muslim patients. They also expressed their personal views on a good death. Two main themes consisting of ten subthemes were distinguished: (I) *professional self-concept* and (II) *attitudes towards death and dying.* The second was then sub-divided into (II a) *Islamic perspectives on a good death and the dying process* and (II b) *palliative sedation in relation to Islamic perspectives on a good death.* Whereas the first principal theme addresses the identity markers of the professional and religious identity of the participants, the second focuses on the tension between comfort-oriented care versus religious issues raised by palliative care. Both themes describe personal inner tension and tension on the level of interaction with patients and their network. The super-ordinate themes, subthemes and illustrative sample participant quotations translated into English are summarized in Table [3](#Tab3){ref-type="table"} (quotations 1 up to 9) and Table [4](#Tab4){ref-type="table"} (quotations 10 up to 28) and will be explained below.Table 3Overview of theme 1, including quotations 1 up to 9Super-ordinate themeSubthemeQuoteI: professional self-conceptPrimacy of individual moral decision as a physician1: 'However, an Imam or Islamic scholar cannot simply dictate to me what I should do, because a physician is personally responsible for his own, Islamically as well right? Because you take action as you see fit'. (Yusuf)\
2: 'I am also a human being, but I think that we as Muslim or as physician are permitted by God to make a decision'. (Amin)\
3: 'If you are treating a patient to whom the imam's opinion is important. In that case, in the interests of the patient you have to pay heed to it'. (Anwar)\
4: 'You say: well now, what is said about this in the literature or what sort of pronouncements have a bearing on it. And, well that this or that applies to the person dear to you. We can go ahead and do this. Nothing is standing in our way. I think that this would clear up a great deal of uncertainty'. (Omar)Alleviating suffering as moral duty5: 'Yes and if a patient is truly suffering physically, this is obvious from the state he is in, from his facial expressions, and then, of course, you have to do something about it'. (Farid).\
6: 'I think you have to see pain management as a separate issue. It is something detached from the stage of life a person is in. In short, if someone needs it then it must be used'. (Anwar)\
7: 'I see it as 'li kulli dāin dawā' (every disease has a cure, GM) \[[@CR23]\], that's what I think. Am I interpreting this properly? I'm not really sure. But I see a eh a disease, eh and I interpret it as such. So, if there's a dawā' (medicine, GM) for it, then I see it as my calling to go ahead and use it like this'. (Talha)Pain relief as professional medical task8: 'Well then, as I have already said, giving a patient pain relief is part and parcel of your duties as a physician'. (Khalid)\
9: 'As far as I am concerned, as a physician I am there to put the patient first and also to protect them, and in this pain relief is a must'. (Khadidja)Table 4Overview of theme 2, including quotations 10 up to 28Super-ordinate themeSubthemeQuoteII: attitudes towards death and dyingII a: Islamic perspectives on a good death and the dying processImportance of awareness10: '(...) that a person can't perform his prayers, yes that is also an argument. How should you tackle this situation? As physician you are the one in the position of responsibility. Because you have unnecessarily lowered the state of someone's consciousness'. (Yusuf)\
11: 'And that at your very end your last words should be the shahāda (Islamic testimony of faith, GM). That you are in a state to be able to pronounce this. Well, it's not clear what you are experiencing when you are sedated, how much of this you can absorb'. (Khalid)\
12: 'And I don't think it matters to God whether you are awake, clear in the head, you are unconscious (...) If He wishes, He can make contact with you. So, who am I to say: if you are asleep you are not able to communicate with God or to recite the shahāda for Allah'. (Amin)\
13: '(...) that I can also concentrate as fully as possible on Allah, can pray, I would think that was wonderful. That my last words were Allah's words, you know, that would be the most wonderful of all, of course. Or to die as I prayed, I think that would be tremendous. Well, naturally, you can't do that if you are heavily sedated'. (Nabila)Expiation of sins through suffering14: 'What they have said to me is that suffering at this stage, that is very important. Because it can work as an act of atonement for the sins you have committed throughout your life. And, when it's all said and done, this is indeed an argument: to endure this now is good for him because he has a chance of going to Heaven, to Janna (Paradise, GM)'. (Omar)\
15: 'Some ideas prevalent Islam say: suffering is a sort of penance, a means by which you can atone for your sins. But this clashes a bit with your own actions as a physician'. (Khalid)\
16: 'It is a contradiction that someone who is suffering, um -- let's make no bones about it -- um, should bear this with patience. Er, that they obtain blessings through this. We are aware of this. Therefore, I think: What should we do to accommodate it. You try being in my place when someone is suffering from cancer. One that has metastasized. And that person is told: Bear up, because this is a blessing and it can also be a blessing for you.....with every pang you feel your sins are being forgiven. There is no discomfort at all, says the Prophet, peace be unto him, if this is borne patiently, um, sins are forgiven \[[@CR26]\]'. (Muhammad)Medical intervention until death17: 'They wanted to do everything that could be done. Saying then: Allah decides whether he lives or dies from this. And if you have said: If we operate and he dies all the same, youhave done your best but Allah had decided not the physician, not a human being (...) and had we not allowed this chance it would be tantamount to murder'. (Omar)\
18 'Then indeed a specific ḥadīth (Traditions from the Prophet Muhammad, GM) or a certain āya (verse, GM) in the Koran, that somebody had once heard of is referred to. But nothing concrete, and it remains up in the air'. (Yusuf)\
19: 'Well, many also believe that as the physician says: Yes, we are going to stop treatment as medically we have reached the end of the road (...) That is immediately translated as: euthanasia, an active ending of a life or pulling out the plug. It gives rise to so many misconceptions. It is, of course, very difficult to explain. When it's all said and done a person is losing someone dear to them, and this makes explanations very difficult'. (Anwar)Giving the patient a chance20: 'I think that everybody deserves a chance. I've sent someone who is ninety to intensive care because I didn't think that his case was hopeless'. (Anwar)\
21: 'I am absolutely convinced that I as a physician, a Muslim doctor, must pull out all the stops. That you should never give up easily on someone. This is the reason that you are always just a little bit on the defensive side'. (Omar)II b: palliative sedation in relation to Islamic perspectives on a good deathPalliative sedation as possibly life-shortening22: 'Often, after I had given an injection I have had to pronounce life extinct. The thought frequently crossed my mind: well that's a bit too much of a coincidence. Then I felt a little awkward, I've thought: have I really not been doing something wrong?' (Nabila)\
23: 'But then again, I think about my own situation, if I had COPD and I knew there was medication, I would say: Begin palliative sedation. I would also be thinking about my family, about those closest to me'. (Farid)\
24: 'As Muslims we believe that of course there is a certain time at which it will happen. Nothing you can do will make it a second earlier or a second later. And this time is already fixed. It's just that your mind wanders along these lines: I'm doing something and if I didn't do it, the result would be different'. (Muhammad)Proportionate use of palliative sedation25: 'I think that you have to adjust this discreetly. You must always be aware of what you are doing. In other words, that you do not overshoot the mark'. (Khalid)\
26: 'Certainly, just go ahead. I always compare it to a situation in which a person has a bad slipped disc, and the nerve pain is awful. As long, and I reiterate this over and over, it does not speed death up or shorten the length of life, it can be done'. (Nabila)Palliative sedation versus cause of death27: 'But in the eyes of many other people and if one is realistic one can understand their point of view, someone does not eat, does not drink'. (Amin)\
28: 'One matter I always think important is to explain to these people is that she did not die because of the medicines. That they, hum, go home understanding this. The woman had an illness and she died from it. I was not the cause, it happened to her. Now and then you can say that Allah has foreordained that it be so'. (Omar)

I: professional self-concept {#Sec8}
----------------------------

### Primacy of individual moral decision as a physician {#Sec9}

With the understanding that Islamic legal views on palliative sedation are still in an embryonic stage or that some of the participants were unaware of them, all considered their own informed views and opinions took first place in professional decision-making. Although some participants expressed appreciation of the carefully substantiated views of religious scholars and stated that these should be taken very seriously, nearly all said that own practice-based decisions should always take precedence (quote 1). One participant, from an Islamic country in which he had begun his professional career as a physician, thought that his role as a decision maker required divine legitimization. He thereby implied that, in his view, medical ethical assessment by Islamic scholars was not necessary when making decisions about complex treatment (quote 2). The opportunity for a religious authority to influence treatment decisions was presented in a focus on patient centrality (quote 3). Moreover, an instrumental need was felt for normative guidance in the form of clear statements from Islamic scholars to facilitate joint decision-making on palliative sedation (quote 4).

### Alleviating suffering as moral duty {#Sec10}

Eight participants were very outspoken about the medical professional imperative to take measures to relieve pain (quote 5). For the vast majority of the interviews, this view ran parallel to the patients and family's preferences. Three of them stressed that pain should always be alleviated, regardless of whether or not someone is dying (quote 6). In one instance, a saying of the Prophet Muhammad was quoted to underpin *the call* to fight pain religiously (quote 7).

### Pain relief as professional medical task {#Sec11}

A different way of framing pain management was to focus on patient rights. Unquestionably, it was felt that there was a professional obligation to comply with a patient's request for pain relief (quote 8). Some positioned themselves as guardians of a patient's right to self-determination should the family or an imam intervene (quote 9).

II: attitudes towards death and dying {#Sec12}
-------------------------------------

### II a: Islamic perspectives on a good death and the dying process {#Sec13}

#### Importance of awareness {#FPar1}

Four participants addressed the religious significance of having a clear mind in the face of death. The question---to our knowledge not so far addressed in any fatwa---was posed whether it was allowed to deprive someone of the opportunity to fulfil their obligation towards God to observe the five daily prayers by a permanent reduction in awareness until death occurs (quote 10). For one participant, the possibility to pronounce the Islamic Creed appeared to be important to dying in a state of awareness (quote 11). However, the need for awareness to express the Islamic Creed was debunked by another participant who evoked God's omnipotence, which encompasses the ability to communicate with whomsoever one wishes under any circumstances (quote 12). Other concerns about dying consciously lay in the desire to be able to focus completely on God as the ultimate way to face death (quote 13).

#### Expiation of sins through suffering {#FPar2}

The idea of suffering to improve one's position in the hereafter was raised by three participants. They pointed out that this well-known theological argument was used by patients' families in their dismissive attitude towards palliative sedation (quote 14). Two participants emphasized that this view on suffering opposes the very nature of being a physician (quote 15). In one case, a participant described his dilemma about how the blessing of suffering in the Islamic tradition could be reconciled with pain management (quote 16).

#### Medical intervention until death {#FPar3}

Four participants mentioned the view prevalent among Muslims that all medical means should be deployed until the very end of life. Three cases concerned Muslim patients who were no longer able to communicate with their families. In two of them, there existed strong family resistance against palliative care. This viewpoint translated itself dramatically into an uncompromising attitude of the patient's family towards the attending physician the moment he proposed to make the transition from curative to palliative care (quote 17). This fierce resistance did not prevent the said two participants from steering towards comfort care anyway which was finally accepted. The Muslim idea of unlimited medical treatment was explained as a lack of understanding of palliative care, resulting in distorted religious images. This view was substantiated by referring to the unspecified nature of religious arguments (quote 18). However, this perception was nuanced by showing empathy for misunderstandings by referring to the negative impact of the threat of loss on a person's capacity for understanding (quote 19).

#### Giving the patient a chance {#FPar4}

While dismissing negative attitudes of Muslims towards the discontinuation of treatment as a lack of understanding, two participants explained their own attitudes tally with those of their non-Muslim peers in being more inclined to make a supreme effort to ensure the possibility of recovery come what may (quote 20). Both supported their attitude by referring to their Muslim identity (quote 21).

### II b: palliative sedation in relation to Islamic perspectives on a good death {#Sec14}

#### Palliative sedation as possibly life-shortening {#FPar5}

The feeling of doing something morally wrong which emerged during their first professional experiences with palliative sedation was described by two participants (quote 22). One of the two adjusted her opinion after a literature review and conversing with colleagues. This led her to the conclusion that palliative sedation did not hasten death. The other adhered to his initial view. Nevertheless, he also stated that he would opt for palliative sedation should he personally suffer intolerably (quote 23). Another participant, who shared the view that palliative sedation hastened death, did show enthusiasm for the use of palliative sedation, because it alleviated the patient's suffering. For the moral justification of his decision, he relied on the doctrine of double effect. In this principle, a possible negative outcome---the patient's earlier death---is secondary to the primary positive goal: namely, pain relief \[[@CR27]\]. He also stated that the positive views of Muslim scholars on palliative sedation of which he was aware were based on this idea. Nevertheless, he struggled with the potential impact of his own actions at the moment of death and his Muslim conviction that this moment is a matter of divine will (quote 24).

#### Proportionate use of palliative sedation {#FPar6}

The importance of the proportionate use of sedatives for symptom management was emphasized by seven participants (quote 25). For those of this mind, the absence of acceleration of death was defined as a prerequisite for the use of palliative sedation (quote 26).

#### Palliative sedation and cause of death {#FPar7}

The possible positive correlation between palliative sedation and the cause of death had been encountered by four participants. Although they emphasized that the physician did not intervene in the natural process of dying by recourse palliative sedation, they showed empathy towards non-professionals who did think that this was the case (quote 27). Particular relevance was attached to convincing the family of the deceased that palliative sedation was not the cause of death (quote 28).

Discussion {#Sec15}
==========

So far contemporary Islamic religious legal discourse on end-of-life issues has principally be confined to the context of brain death. Observation that brain death had occurred provided a legitimate argument for the withdrawal of life support or the harvesting organs. This outcome has led to the idea that, even while rejecting attitudes also still exist, Islam has taken a largely permissive stance towards these practices \[[@CR28]\]. Attitudes of rejection can also be encountered among families of Muslim patients diagnosed brain-dead \[[@CR29]\]. Still largely absent is a normative Islamic perspective on death and dying as a *process*, a step which seems essential to developing an Islamic understanding of palliative care and quality of life as death approaches. Despite its absence, Muslim physicians have to come to terms with this form of comfort-orientated care, as it is part of their daily medical professional practice \[[@CR30]\].

The purpose of the present study was to explore how, in the context of palliative sedation, Dutch Muslim physicians come to terms with their religious views on a good death and that this might clash with standards of professional care prevalent in the Netherlands. An important point of departure in the professional self-concept of the participants was their attitude towards Islamic scholars in general. They stressed the priority of their own opinions, and their own professional responsibility. The absence of a corpus of fatwas on palliative sedation makes it hard to say if their position would be maintained if they were faced with seriously opposing viewpoints.

In fact, the relationship between Islam and sedation is an uncomfortable one, in which admissibility in classic Islamic legal sources is confined to a curative context only. Because it undermines the human capability to reason, the following statement attributed to the Prophet Muhammad is paramount: 'Every intoxicant (*muskir*) is forbidden' \[[@CR31], [@CR32]\]. None of our participants, who almost all considered alleviating the suffering of the dying patient a virtuous deed, mentioned this argument. Acquiescing in the influential Islamic code governing the medical and health ethics of the Islamic Organization of Medical Sciences (IOMS) and an individual Muslims scholar, one participant alluded to the 'doctrine of double effect' in which relieving suffering outweighs any potential hastening of the dying process \[[@CR27], [@CR33], [@CR34]\]. This recourse to the doctrine of double effect is remarkable. Firstly because it seems diametrically opposed to the Islamic naturalistic inspired tradition; God is the 'owner' of the human body, custodian of man and administrator of his deeds \[[@CR35]\]. Therefore, human life should be protected and not actively terminated by human intervention. Secondly, several studies indicate that palliative sedation, if applied carefully, does not actually hasten death \[[@CR36], [@CR37]\]. These points were underlined by most participants who mentioned proportionate, that is, non-death accelerating use of palliative sedation as the precondition for administering it.

Although alertness of mind as a personal marker for an ideal death was put forward by two participants, none of them had any moral objections against palliative sedation. One participant struggled with the particular question whether it was permitted to deprive Muslim patients of the possibility of performing their five daily prayers through continuous sedation until death in his capacity as a Muslim himself. The background to this dilemma seems to be a classical theme in Islamic jurisprudence. It discusses the catching up with lifelong daily mandatory prayers after return to consciousness. Opinions within the Islamic schools of law vary between the obligation to make them up or to not make them up at all \[[@CR38]\]. In contrast, there is a clinical reality in which palliative patients are suffering from a delirium which may, in fact, be the rationale for starting palliative sedation \[[@CR39]\]. In a broader perspective, the provocative question could be raised whether clouding one's conscience through palliative sedation should then still be considered an issue at all, for, even from an Islamic normative perspective, one might wonder whether performing the mandatory prayers apply to such patients since these are only considered a religious duty as long an adult Muslim possesses normal mental capacities \[[@CR40]\].

The view known among Muslims which advocates unlimited use of curative therapies as 'the Islamic view' was qualified by participants as a misconception which can be traced to poor conceptual understanding of palliative care \[[@CR41]--[@CR43]\]. This opinion seems consonant with the 2015 decision of the Saudi Arabia-based Islamic Fiqh Academy (IFA) on the discontinuation of treatment, allowing this if three reliable physicians decide continuation will harm to the patient and will not improve his condition. Interestingly, this decision also provides a starting point for palliative care of Muslim patients by stating that the focus of treatment should shift to comfort care should treatment be discontinued \[[@CR44]\].

The question to what extent the attitudes, perceptions and feelings of the participants of this study conducted in the Netherlands could be transferred to those of their Muslim (and non-Muslim) peers in a Western or non-Western setting is difficult to answer. Religious views of believers in the major religions of the world---including Islam---on end-of-life issues are characterized by a great diversity. This is due to all kinds of variables such as local legal standards, culture, social and political norms and the concomitant existence of different subgroups within larger religions \[[@CR45], [@CR46]\]. Comparative studies would be highly desirable. In the Dutch situation, for example, palliative sedation is embedded in a culture in which it is the standard treatment for refractory symptoms at the end of life. Since a physician is supposed to perform palliative sedation, it can therefore be argued that this could have implications for the way in which he/she relates translates religious and philosophical ideas into practice. Therefore, it would be particularly interesting to apply a similar research design as we used here to Muslim physicians in other countries, including those who work in Muslim majority countries.

None of the participants were specialized palliative care physicians (e.g. working in a hospice). It could be argued that limited clinical experience with palliative sedation combined with possible lack of or little formal training in palliative care coloured their experiences.

While acknowledging that detailed dilemmas about the administration of palliative care in general and palliative sedation in particular have barely so far been addressed by Islamic legal scholars, the results of this study could contribute to and provide a basis for the emergence of a system of applied, practical ethics which could be used by physicians, Muslim and non-Muslim spiritual healthcare professionals and Muslim religious scholars to support their decisions in their confrontations with palliative care. None of the participants were specialized palliative care physicians (e.g. working in a hospice). It could be argued that limited clinical experience with palliative sedation combined with possible lack of or little formal training in palliative care coloured their experiences. In our subsequent research project, we therefore consider discussing the results with the participants in group discussions. In this regard, it should be emphasized that the setting of this research is that of general palliative care and these results may not apply to specialist palliative care.

In conclusion, although the use of palliative sedation gives some rise to tension with religious conceptions of a good death among Muslim physicians, participants followed a comfort-oriented care approach consonant with professional medical standards. All of them demonstrated efficient strategies for handling of palliative sedation morally and professionally. Further elaboration on Islamic ethical perspectives on palliative care and palliative sedation would assist the process of medical decision-making to combine religious thought and medical professional practice.

Strengths and limitations of this study {#Sec16}
=======================================

Some strengths and limitations of our study must be acknowledged. The multidisciplinary composition of the research team can be regarded as a strength in a multi-perspective analysis of the data. Because our sample is limited to Muslim physicians in the Dutch context, the outcomes might be less applicable in other countries. Despite this drawback, results of this study are relevant because they offer an insider perspective on the way professional and religious identity relate to each other in the context of palliative care.

More detailed research into how other professionals with a Muslim background, like chaplains, nurses and Muslim patients and their families, deal with palliative care is needed to acquire a more comprehensive insight into the functioning of applied Islamic ethics at the end of life. That is for later. The results of the present research might provide tools for initiating a system of new, applied Islamic ethics governing palliative sedation.
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